The rationale for and design of centralised assessment and intake
The notion of centralised access, assessment, intake and referral programs for alcohol and drug treatment has a long history in the Western world. This construct basically emerged from concerns about the lack of a designated system, or the recognition of substantial shortcomings within the various elements that could be viewed as a system. In Ontario, the view was that existing services do not comprise a system and clients' treatment needs are rarely matched to treatment content (Martin 1995) . In the US, perceived inadequacies of the existing approach to care included "weak infrastructure, inconsistent service quality, limited access to treatment, and inadequate service coordination and continuity" (Guydish et al. 2003, 179) . In Victoria, the alcohol and drug treatment service system was described as fragmented and difficult to negotiate, with limited visibility and a considerable risk of clients 'falling through the cracks' between one agency and the next (Ritter et al. 2003) . Over time, all three jurisdictions have responded to these concerns with major initiatives that include centralised intake for system cohesion and improved treatment outcomes.
In this paper we outline features and effectiveness of centralised models that were in place during the late 1980s and 1990s, in Ontario and the US, drawing on published research. The situation in Victoria is described using information from a 2003 review of the system, which involved the primary author of the current paper, and our subsequent work on centralised models in the state. From this, we draw conclusions on the feasibility and usefulness of centralised intake and whether this approach should be considered in system design and development.
■ Ontario
During the 1980s to 1990s, alcohol and other drug (AOD) treatment services in Canada were funded mainly from provincial ministries of health and while there was some variation in services across the provinces, the general approach to treatment was similar. Features include a systems approach; involving a range of different services along a continuum of care; treatment matching; multi-functional services; and an emphasis on co-ordination and case management. Community-based, non-residential programs were favoured above hospital programs. Different philosophical views on addiction guided the approach to treatment. Service integration, along with co-ordinated care, was popular (Ogborne et al. 1998 ).
In Ontario, the basis for assessment and referral centres (A/Rs) was the core-shell model developed at the Alcohol Research Foundation (ARF) in the mid-1970s. This model involved a hub for assessment, primary care, and research, with a shell that comprised various highly defined treatment models (Martin 1995) . The ideal system would form "a complex unity" that enabled a continuum of care matched to client need (Glaser 1995, 138) .
While the exact configuration of A/Rs would vary according to local needs and priorities, there were five general ex-It seemed like a good idea at the time pectations. First, a more diverse population would be attracted into the system as entry restrictions would be minimal or nil.
Second, people would engage in treatment sooner. 'The assumption was that allowing a prospective client to present for "assessment" rather than treatment would remove one potential barrier to seeking help, namely, the stigma associated with self-identification as an "alcoholic" or "addict"' (Rush et al. 1995, 117) There was a risk that the gap between these advances and clinical practice would widen without structural intervention.
The impetus for change was further defined by a national review of substance abuse treatment, entitled Treating Drug Problems, which "led to significant changes in the focus of federal treatment-related activities" including the establishment of a national Office of Treatment Improvement, which had the brief "to improve the overall quality of drug abuse treatment nationwide" (Scott & Muck 2003, 8) . Increased resources and an emphasis on co-ordination among local, state, and federal agencies was a major theme of the improvement strategy.
The re-emergence of CIUs in the 1990s was part of a broader response to the need for a comprehensive service system, "in which participants were objectively matched to the most cost-effective treatment, case management, coordination, and outcome monitoring" (Scott & Muck 2003, 9) . Having a more efficient system would make better use of existing capacity and direct clients quickly to the most appropriate services, thereby improving treatment outcomes (Woods et al. 2002) .
The Target negative growth, no-growth, and increased growth (Ritter et al. 2003) .
The review led to a vision for system development that included the centralisation of intake processes, drawing on emerging findings from the Target Cities project in the USA (Rohrer et al. 1996; Woods et al. 2002) . The objectives of an effective entry mechanism would be to support ease of access, make better use of existing treat- (Rush et al. 1995, 121) .
There is no information on treatment matching; which is unfortunate given the centrality of this goal in the rationale for establishing A/Rs (cf. Martin 1995) . The evaluation showed A/Rs were not the single entry point to the system and in fact they did not have the capacity to play this role. The average waiting period for assessment at A/Rs was 15 days, which was sometimes followed by a wait to enter treatment . 
System cohesion
Did A/Rs constitute the fundamental mechanism that brought the system into being? Apparently not. Glaser (1995, p. 
■ Standardised assessments
Comprehensive and systematic assessments were features of the models in Ontario and the US Guydish et al. 2003) . Having centralised assessment mechanisms provided an opportunity for skills advancement and the development of a consistent approach. Agencies adopted the government mandated assessment tool and this was also a condition of CIU operations in the US (Stephens et al. 2003) . Having a consistent approach to assessment is not contingent on centralised intake mechanisms, as shown by the mandated approach implemented in Victoria; however anecdotal evidence suggests that assessment practices in Victoria need further attention to ensure a quality, specialist approach.
■ Treatment matching and diversion as required
One question that remains largely unanswered is the extent to which treatment matching was supported by the centralisation of assessment and its separation from treatment provision. Limited information is available from Ontario. In the US, the implementation of treatment matching was largely unsuccessful (Guydish et al. 2003) . 
■ Allocation and prioritisation based on need
To some extent this strategy is aligned with previous points on assessment, diversion, and treatment matching. Another perspective is that from providers and users of centralised mechanisms. Service professionals in Ontario liked A/Rs , while stakeholder perspectives were implicated in the lack of treatment matching at some CIUs in the US. For example, at one site "staff expected services to be provided by new case workers and treatment providers expected that service would be provided as it had in the past" (Arfken et al. 2003, 123) . 
Conclusions
In Ontario and the US, stakeholder views about centralised models were a major influence on implementation, including practitioners' readiness to change and their perceptions about centralisation as an opportunity for improvement or a threat to service provision. The extensive uptake of A/Rs in Ontario suggests the model was seen as an opportunity for improvement . The perception of risk, that the A/Rs and CIUs would use funding that would otherwise be available for treatment provision, may have tainted views about their place in the system; as in the 1980s in the US (Scott & Muck 2003) . Further, the introduction of a specific approach to assessment and intake necessitated a particular philosophical view on addiction treatment, while different perspectives on addiction and appropriate treatments were held across the agencies (Ogborne et al. 1998; Scott & Muck 2003) .
Inevitably, the models developed in theory were adapted for practice. The Target Cities initiative included considerable scope for adaptation according to local circumstances (Scott & Muck 2003) . This flexibility seems like a good idea in itself; the advent of a dual track system in Ontario was a useful response to demand and appeared to increase people's entry points to treatment . The models developed in Victoria varied according to service capacity, geographic settings, and service networks.
Nevertheless, particular aspects of the A/R and CIU models were ambitious and did not fully account for the state of the systems involved. Treatment matching overlooked service availability and client preference; case management relied on staff time and preference (Arfken et al. 2003; Guydish et al. 2003) . The convenience of providing a rapid response following assessment was arguably one reason for expansion of the A/Rs beyond their core role .
Policy and funding support are critical to enable transition of system change from establishment to routine practice. At some sites in the US, funding cuts undermined the potential for this to occur (Guydish et al. 2003) ; in Victoria there was no additional funding to implement CIUs.
In addition, using client outcomes as a
